


oe 
Ne ne 
£4 : 


Pats 







e Journal of 
Orthopeedic Surgery 


The Official Publication of the 


American Orthopedic Association 
and of the 


British Orthopaedic Association 


é 





























PUBLISHED ON THE FIFTH DAY OF EACH MONTH AT LINCOLN, NEBRASKA, U.S. A. 



















la FOUR DOLLARS PER ANNUM 
Entered as Second Class Matter in the Post Office at Lincoln, Nebraska 
r For the ] For the 
British Orthopedic Association American Orthopedic Association 
Editor Editor 
R. C. ELMSLIE, M.S., F. R.C. 8. H, WINNETT ORR, M. D., F. A.C.S. 
Editorial Committee ; Editorial Committee 
T..R.. ARMOUR, F. R. C. 8. MARK H. ROGERS, M. D., F.A.C.8 
W. H. TRETHOWAN, F. R.C.S. - E. W. RYERSON, M. D., F. A. C. 8. 
H. PLATT, M.S., F. R.C.S. J. TORRANCE RUGH, M.D. 














“TABLE OF CONTENTS 


A Splint for Treatment of Stiff Fingers. Major F.-F. A, Ulrich, N. Z. M. C., 


Astragalo-Scaphoid. Dislocations of the Foot. Arch F. O'Donoghue, Iowa Ctiy, 
Iowa te BAT 


















Treatment of Fractures of the Upper End of the ai biidones by a Modified Crane 
Splint. Frank #. Peckham, Providence, Rhode Island. 339 

Suggestions from the Brace Shop. Robt. V. Funsten, Iowa City, lowa....... 345 

The Surgical Treatment of Scoliosis. A. Mackenzie Forbes, Montreal... 357 












ERR BES EL = ESR SSN ate cae Senn eo . RS 



































British Orthopaedic Association. seth 
Dr. Bernard Bartow te EE a RARE Koy 
_ Current Orthopaedic Literature Abstracts 

















_ ROBERT LINDER 


Manufacturers of 


Orthopedic Appliances 




















"4 


ith, / 


Hip Splints, Arm Splints, Knee Splints, 
Bow-Leg Braces, Knock-Knee Braces, 
Spine and Shoulder Braces, 
and Flat-Foot Soles 


ELASTIC STOCKINGS and TRUSSES 
of every description 





No. 148 East 53rd Street, New York 























Vol. 2, No. 6 JUNE, 1920 Old Series: 





The Journal. of 
Orthopsedic Surgery 


A SPLINT FOR TREATMENT OF STIFF FINGERS 


By MAJor F. F. A. ULRICH, N. Z. M. C. 


Senior Orthopaedic Surgeon, Christ Church Military. Hospital, 
New Zealand. 


Doubtless one of the worst bugbears which confronts the Mili- 
tary Orthopaedic Surgeons is stiffness of the metacarpo-phalangeal 
and inter-phalangeal joints. For this reason I venture to describe 
a splint which we have found useful in N. Z. Orthopaedic Hospitals. 


Various surgeons have written on this subject and a few have 
described most useful splints for its treatment. 
This disability may follow a number of causes which have al- 


ready been detailed by several writers, especially Mr. Verrall in 
his excellent article in the June number of The Journal of Ortho- 


paedic Surgery. 
Among the various splints which have ant used at this hos- 
pital, are the Verrall, the ss aneiees: the Lewis, the Brockenhurst 


and so on. 

Now in most of these splints with the possible exception of 
the Lewis splint, the necessary counter-traction is entrusted to the 
splint encircling the wrist tightly and so abutting against the 
radial and ulna borders of the hand i. e. the bases of the first and 
fifth metacarpal bones. Our experience here has been that no 
matter how tightly these splints are applied there is always some 
“give” towards the extremity of the limb with the result that there 
is some loss of dorsi-flexion of the wrist joint and so a distinct loss 
in our attempt to gain flexion of the finger joints. It was to obviate 
this that the writer improvised the variety of splint-.described in 


this article. 
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The Splint, which for a better name we have called the Finger 
Flexion Splint, is used solely to gain flexion at the metacarpo- 
phalangeal and inter-phalangeal joints of patients whose fingers 
are stiff in an extended or partly extended position and whose 
wrist joints may be normal or can at least be dorsi-flexed to a use- 
ful degree as nearly as possible approximating the position of 
physiological rest. 

So many cases of stiff fingers are associated with stiffness of 
the wrist joint that in describing this splint it is impossible to dis- 
sociate the two conditions as the splint can be used in those cases 
only which have a useful degree of dorsi-flexion of the wrist joint. 
This point is essential. 


The preparation of the wrist joint is a necessary preliminary. 
If it will not dorsi-flex it must be forced either by wrenching or 
operation or both and a reasonable time given for discomfort in 
the joint to settle down, preferably in Plaster of Paris. It may 
be necessary to wrench the finger joints at the time of wrenching 
the wrist joint to gain a little flexion of these joints or a fist plaster 
may be applied for a very limited time, but this should be avoided 
if possible and is seldom necessary as almost invariably the dorsi- 
flexion of the wrist joint at once permits of a limited but working 
degree of flexion of the fingers, especially the metacarpo-phalangeal 
joints. 

It is taken for granted that all necessary operative procedures 
on bone, tendon and skin, etc., have been completed. 


The Splint is made of 3/16” mild steel and is fashioned to fit 
across the palm of the hand opposite the metacarpal necks, curved 
to retain the arch of the hand as much as possible. It is now bent 
along the ulna and radial borders of the hand and forearm, pass- 
ing between the thumb and index finger and kinked forwards at 
the wrist to follow the contour of the dorsi-flexed wrist joint. The 
palmar bar of the splint is neatly fitted with rubber tubing but 
probably any soft tissue would do. The ends of the splint are 
hooked and terminate about three-fourths of distance up the fore- 
arm. Usually a roughened metal strut is welded to the limbs of 
splint near the hooked ends to facilitate firm incorporation in 
Plaster of Paris. 


The principle of the Splint is retention of wrist in a constant 
degree of dorsi-flexion while flexion of fingers is gained by tape 
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and glue applied to their dorsal surfaces. The writer first used 
this method at Alder Hey almost two years ago and has had no 
reason to relinquish it. 

The Splint is retained in position by Plaster of Paris applied 
to upper part of forearm and elbow—elbow joint being flexed to 
90°. 

Figure 1 shows the splint in process of application. 

Counter-traction is gained by plaster bandage passing firmly 
from hook to hook of splint over a square of felt placed over back 
of arm above elbow. The plaster is applied over cotton wool in the 
orthodox Hammersmith method and is cut away from surface of 
elbow which patients find useful and which makes splint lighter. 

















One-half inch tape is now fixed by Sinclair’s glue to dorsal sur- 
faces of fingers, stopping short at metacarpophalangeal knuckles. 
If tape is slightly cut transversely over center of inter-phalangeal 
joints flexion is facilitated and reapplication of the tape is deferred. 


For the Traction usually the ends of a short loop of strong 
bandage are glued to the plaster with loop loose over flexor sur- 
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face, or occasionally a broad loop of the steel (Fig. II) is incor- 
porated in the tlexor surface of the plaster. 

The plaster may extend almost to the wrist joint or only a 
limited way down the forearm, depending on necessity or other- 
wise of electric and other treatment to muscles of forearm. 

In some very flexible wrists or in some wrists with limited 
dorsi-flexion it is sometimes necessary to buckle a strip of webbing 
across dorsum of wrist from limb to limb of splint as occasionally 
patient can undo his dorsi-flexion. 

Procedure: The plaster and glue having dried for 24 hours 
flexion of fingers may be commenced by noosing the 4 tapes through 
the fiexion loop as firmly as patient can bear it. 


The flexion is divided into two stages: 


1. Flexion of metacarpo-phalangeal and first inter-phalangeal 
joints. This is continued until pads of fingers approximate the 
thenar and hypothenar eminences (Fig. II). 


2. Flexion of first and second inter-phalangeal joints. 








Fie. IT. 
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This is gained by passing the tapes between the palmar bar 
and the palm and applying traction as before. The mild pressure 
of tapes on base of hand has never caused any inconvenience 
(Fig. III). 

These two stages of flexion of course merge into one another. 
Treatment consists of a daily visit to Physiotherapeutic Depart- 
ment where tapes are united, fingers energised in every way, mas- 
sage and re-education, and if neecssary graduated faradism applied 











Fig. III. 


to muscles of forearm and intrinsic muscles of the hand. In most 
cases patients are also instructed to untie tapes and perform active 
movements of fingers twice daily. 


Tapes are tightened from day to day and when first stage of 
flexion is attained surgeon must decide whether the splint should 
be removed and patient return to full treatment in Physiotherapy 
Department with some mild gymnasium, as graduated grips, or 
should go on to the second stage of flexion. 

In a considerable number of cases it is found that the mechani- 
cal part of the treatment outstrips the physiotherapeutic part with 
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the result that the passive flexion gained is further advanced 
than the active flexion. 

In other cases, especially those where the inactive tissues are 
specially at fault, a limited degree of extension is lost but this 
readily returns under treatment in Massage Department, after re- 
moval of splint. 

Again in a few cases after removal of splint a limited degree 
of the flexion gained is lost; this is especially so in those cases 
where our traction treatment has outstripped that of the Physio- 
therapeutist. 

The Splint is usually kept on 1, 2, or 3 weeks, and a further 
application may be necessary after a week or two treatment in the 
Massage Department. 

The Splint, like all other splints, has its deficiencies, but they 
are petty and can be neglected when one considers the results 
gained. 

Some advantages claimed for this Splint are: 

1. Constant degree of dorsi-flexion. 

2. Flexion is painless, continuous and easily graduated in 
the individual fingers. 

3. Flexion is divided into two stages. 

4. No impediment to circulation of fingers by encircling 
bands. 

5. Accessibility of hand and greater part of forearm for 
massage and electric treatment without removal of the 
Splint. 

This last advantage is of greater importance and has made 
it possible to use the splint in all cases whether traumatic, 
ischaemic, or functional. 



































ASTRAGALO-SCAPHOID DISLOCATIONS OF THE FOOT 
BY ARCH F. 0’DONOGHUE, M. D., IOWA CITY, IOWA. 


Report of Five Cases from the Orthopedic Service, Iowa State 
University College of Medicine 


In making a study of this condition which is by no means so 
rare as a reference to contemporary literature would seem to indi- 
cate, it is important to have a thorough understanding of the ana- 
tomy of the foot. 

Even in the most casual examination of the foot one is struck by 
the great difference in both ligamentous and muscular support be- 
tween the plantar and dorsal aspects. On the plantar side are many 
very strong and firmly anchored fascias. Mesially the calcaneo- 
navicular, the cuboideo-navicular, the cuneo-navicular, and the tar- 
so-metatarsal ligaments strongly re-enforced by the tendons of 
the tibialis posticus and flexor longus digitorum muscles, form a 
bridge with the scaphoid as its keystone that is almost unbreak- 
able; and laterally the heavy tough ligamentum plantare longum 
with the calcaneo-cuboid and intermetatarsal ligaments supported 
by the tendon of the peroneus longus form a second firm suspen- 
sion for the tarsal arch. These supports are so powerful that actual 
fracture of the tarsal bones or of the external malleolus is as prob- 
able as a breaking down of these bands with dislocation and con- 
sequent traumatic valgus. The conditions are very different on the 
dorsum of the foot. Here we find a number of so called ligaments 
most of them but slightly thickened portions of the articular cap- 
sules (the stellate ligaments of Fick) and in no way comparable in 
strength with the plantar. structures, and these are supported by 
but one small muscle, the peroneus tertius; the extensor digitorum 
cummunis being here so loosely applied that it really has no sup- 
porting action at all. Even with this rather inadequate support 
dislocation in Chopart’s joint is not common, possibly because the 
peroneus tertius usually exerts a component towards the preven- 
tion of varus. This difference in the ligamentous support is also im- 
portant in the treatment of traumatic foot deformities. In trau- 
matic valgus either with or without fracture, if the deformity is 
reduced and the foot properly immobilized repair of the lacerated 
ligaments is so complete that such conservative treatment will 
usually suffice to bring about satisfactory return of function. This 

327 























328 ARCH F. O’DONOGHUL 


is not true of trdumatic varus for in this condition even though the 
dislocation be reduced early, it is so hard to maintain that the slight- 
est trauma will effect a redislocation. Thus conservative treatment 
is usually a failure as it was in three of our cases. Probably the 
supporting power of even a small muscle like the peroneus tertius 
is underestimated. It is interesting that in each one of our 
cases of astragalo-scaphoid dislocation the foot was strongly plan- 
tar flexed at the moment of injury and the peroneus tertius being 
already stretched to its full extent may not have been able to exert 
its usual restraining action against the occurrence of such 


deformity. 




















Fig. I.—Case 1 before operation showng dislocated astragalus. 
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REPORT OF CASES. 


CASE 1. Miss F. A. A servant girl, age 22 years. First 
injured her foot when a baby by “twisting it.” She does not know 
any more details about the injury but she started to walk at the 
normal age. She states that the foot was somewhat turned in and 
that she had always limped slightly although she had no pain. Two 
months ago the patient was riding a horse which fell through a 
bridge. Her left foot was caught between the timbers of the bridge 
and the horse’s body, being severely injured. She fell forward 
and to the right forcing the foot into extreme equino varus posi- 
tion. She had very severe pain and was carried home. The next 
day the foot was much swollen and discolored and still very pain- 

















Fig. I1.—Case 1 after astragalectomy. 


ful. Its position at that time was the same as on entrance to the 
hospital. A doctor was called who applied hot dressings but made 
no attempt at a reduction. After two months the foot was still 
so tender that it would bear no weight. The patient comes in for 
treatment. 

Examination on entrance showed the foot to be in extreme 
varus position. There was no discoloration nor swelling. The head 
of the astragalus was distinctly palpable on the outer dorsum of the 
foot. The Tendo-Achilles was moderately contracted. The scap- 
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hoid could be palpated mesially and there was distinct depression 
proximal to it. There was no motion in the tarsal joint. The 
X-ray showed the scaphoid with all of the tarsal bones anterior to 
it displaced inward with the head of the astragalus lying above 
and resting upon the cuboid. The astragalus was dislocated antero 
mesially upon the tibia. There was no evidence of fracture. 

Radical correction was determined upon and the patient 
operated on May 13, 1919. An incision was made arising from 
the outer malleolus and extending onto the dorsum of the foot 
over the head of the astragalus. The head and neck of the astra- 
galus were removed, the dislocation reduced, and the wound closed. 
X-ray two weeks after operation showed the bones of the tarsus to 
be in their proper relation but the astragalus was dislocated an- 
teriorly upon the tibia. This condition persisted in spite of care- 
fully applied casts so on November 25, 1919, the foot was again 
opened and the astragalus removed using Whitman’s technic. At 
present, four months after operation, the deformity is completely 
corrected with almost complete return of function although there 
is but ome-third of the normal range of motion in the tarsal joint. 
There is one inch shortening. 

CASE 2. Mr. E. D. Laborer. Age 28 years. Was in an 
automobile accident 15 weeks ago. Was thrown from the car and 
fell facing the car with-his entire weight on the outer aspect of 
the right foot. He had immediate severe pain and was taken to a 
doctor who said the foot was dislocated, attempted to reduce it, 
and applied a splint. The patient says that the positions of the 
foot immediately following the injury and on entrance were iden- 
tical. The foot became much swollen and discolored and was rather 
painful. The swelling and pain subsided in a couple of weeks but 
he was unable to place any weight upon it because of tenderness. 
He comes. in for treatment. Patient was first seen on September 
23, 1919. 

At that time examination showed the foot to be in mild equino 
varus position. There was no discoloration or swelling. The head 
of the astragalus was distinctly palpable over the outer dorsum of 
the foot. Mesially the scaphoid was very prominent and there 
was a distinct depression proximal to it. No motion in the tarsal 
joint was possible. The Tendo-Achillis was not contracted. X-ray 
showed the scaphoid with all the tarsal bones anterior to it dis- 
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located mesially. The head of the astragalus lay above and rested 
upon the cuboid. There was no evidence of fracture. 

Radical treatnrent was decided upon and the patient etherized 
on October 14, 1919. Manual correction was attempted and was 
unsuccessful. Incision was then made arising from the external 
malleolus and extending upon the dorsum of the foot over the 
head of the astragalus. Reduction was again attempted. Failing 
in this the head and neck of the astragalus were removed, reduc- 
tion accomplished, periosteal sutures passed between the astra-; 
galus and scaphoid, and the wound closed. The foot was dressed in 
plaster for three months with complete correction of the deformity. 

















Fig. I1I.—Case before operation showing dislocation in astragalo-scaphoid joint. 











332 ARCH F. O’DONOGHUC 


Massage and baking were then instituted and at present, five 
months after operation, there is complete return of function and 
the patient walks without a limp although there is but half the 
normal range of motion in the tarsal joint. X-ray on discharge 
shows the tarsal bones to be in their normal relations. 

CASE 3. Mr. D.R.B. Farmer. Age 44 years. Was thrown 
from a horse ten years ago alighting upon the side of his left foot 
and falling face downward. He had immediate severe pain in his 
foot which he says was “turned in.” A doctor was summoned who 
straightened the foot out and applied hot dressings. The foot was 
much swollen and discolored the next day and the pain and swell- 
ing persisted for several weeks. The patient was unable to work 
for six months because of extreme tenderress on weight bearing. 
From that time until two years ago he has had fair use of his foot 
although he has repeatedly “turned” it with resulting pain and 
tenderness on walking for the next few days. Six years ago he 
obtained a brace which has helped somewhat in stabilizing the foot, 
but did not hold it firmly enough to prevent injury. For the past 
two years he has been walking with increasing difficulty and has 
been unable to work. He comes in for treatment. 

He was first seen on September 10, 1919. At that time the 
foot showed decided varus tendency with some swelling around the 
external malleolus. There was no discoloration and the Achilles 
tendon was not contracted. The foot could easily be manipulated 
into quite extreme varus and when in this position the head of the 
astragalus was palpable on the outer dorsum of the foot over the 
cuboid. Mesially the scaphoid was unduly prominent with a marked 
depression proximal to it. Motion in the tarsal joint was distinctly 
limited. There was considerable tenderness on weight bearing and 
the patient walked with a decided limp. X-ray examination with 
the foot in normal position showed no bone pathology. There was 
no evidence of fracture. 

Radical treatment with suturing of the dislocated bones was 
advised but the patient wished first to try conservative measures. 
Accordingly the foot was dressed in plaster in corrected position 
and the patient discharged. He was seen again two months later. 
The foot was still very tender on weight bearing and another cast 
in over correction was applied. One month later the patient was 
again examined. The foot seemed perfectly corrected when at rest 
but still showed varus tendency on weight bearing. The tender- 
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ness was greatly diminished however so he was given a shoe with 
an outer wedge and an Orr brace with varus strap and discharged 
for six months. One month later he returned complaining of much 
pain on walking and another cast was applied. He was last seen 
February 28, 1920, at which time while the foot seemed completely 
corrected when at rest it still showed varus tendency and consider- 
able tenderness on weight bearing. . 

CASE 4. Miss M."H. Student. Age 18 years. Was attend- 
ing a basket ball game on February 2, 1920, when the grandstand 
collapsed throwing her forward upon her face while her foot was 
held fast by a fallen plank. She had severe pain in the foot and 
was immediately taken to the hospital. 


614 
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Fic. I1V.—Case 2 after resection of caput tali. 


Examination showed the foot to be in decided varus position 
and there was already considerable discoloration and swelling. On 
palpation the head of the astragalus could readily be felt on the 
outer dorsum of the foot over the cuboid. Mesially the scaphoid 
could be felt, displaced one inch inward with a distinct depression 
proximal to it. X-ray examination confirmed the diagnosis of a 
dislocation of the scapho-astragaloid joint but gave no evidence of 
fracture. On the next day reduction was easily obtained under 
gas and the foot dressed in plaster but immediate X-ray: examin- 
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ation through the cast showed the bones slipped out of position. 
The cast was removed two days later, reduction was again made 
under anesthesia. Reduction was easy, but very difficult to main- 
tain, the scaphoid slipping out of position with much ease. A plaster 
dressing was applied. X-ray examination after operation showed 
the bones to be in place and the patient had considerable relief 
of pain from the maneuver. The next day, however, she was suf- 
fering severe pain and another X-ray showed the luxation to have 
again oeeurred. The cast was removed and a week allowed for 
the swelling to subside. An incision was then made over the scapho 
astragaloid articulation. The head of the astragalus and the entire 
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Fic. V.—Case 4 before operation showing luxation in Chopart’s joint. 





scaphoid were decidedly atrophic and an attempt to drill holes in 
them for wiring was unsuccessful. The scaphoid therefore was 
held in position by means of three heavy wire sutures passed 
through the head of the astragalus. Incision was closed and a 
plaster dressing applied. An X-ray examination showed the bones 
to be in proper alignment and a week later, the wound being closed, 
the patient was discharged. She was seen again one month after 
operation at which time there was no deformity evident either by 
manual or X-ray examination. Plaster dressing was applied and 


the patient discharged. 
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CASE 5. Master A. R. Schoolboy. Aged 14 years. Injured 
his right foot one year ago. He was running down a railroad track 
and caught his foot in a frog. He fell forward and to the left 
wrenching the foot. He had immediate severe pain and was carried 
home by his playmates. A doctor was called who diagnosed a 
sprain, applied a tight bandage, and advised the patient to stay in 
bed two weeks. The foot did not swell or become discolored and 




















Fic. ViI.—Case 4 after operation. 
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after a few days he started to use it although the pain forced him 
to limp considerably. At the end of a month the foot seemed nor- 
mal, when he again “turned it.” This has happened with increas- 
ing frequency since that time and for the past month he has scarcely 
been able to walk at all with his boot off because of the tendency to 
turn his foot. Comes in for treatment. 

He was first seen on March 6, 1920. At this time the foot 
appeared normal.on inspection when at rest. There was no swell- 
ing or discoloration. When asked to walk however, he showed a 
decided limp with tendency to varus and the toes were strongly 
hyperextended whenever weight bearing was attempted. On ma- 
nipulation the foot 2asily went into varus position and when in 

















Fic. ViI—Case 5 before operation. 


this position the head of the astragalus could be palpated on the 
outer dorsum of the foot lying over the cuboid. The scaphoid could 
be palpated mesially with a distinct depression proximal to it. 
X-ray affirmed diagnosis of habitual dislocation in the scapho- 
astragaloid joint. Radical treatment was advised. 

The patient was operated March 13, 1920. An incision was 
made arising from the outer malleolus and extending up over the 
dorsum of the foot above the head of the astragalus. Extensor 
tendons were retracted and the head of the astragalus was firmly 
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anchored to the scaphoid by heavy periosteal sutures. The torn 
talo-navicular ligament was then repaired and the wound closed. 
The foot was dressed in plaster in valgus position. X-ray after 
operation showed the bones of the tarsus to be in normal alignment. 

It will be noticed in each of the above cases that at the moment 
of injury the foot was strongly dorsi flexed and the peroneus tertius 
being already stretched to its full extent was unable to exert a 
component to prevent the occurrence of varus. This margin of 
safety being absent the deformity was only guarded against by 
the dorsal interosseus ligaments which proved unequal to the strain. 
It will further be seen that the dislocation was always in Chopart’s 
joint which is the weakest link in the entire chain, being protected 
dorsally only by the dorsal scapho-astragaloid ligaments. In all 
these cases examination showed the head of the astragalus palpable 
on the outer dorsum, the scaphoid unduly prominent mesially, and 
with a distinct depression proximal to it. In no one of this series 
was there evidence of fracture. 

In cases 3, 4 and 5 in which conservative treatment was tried 
it proved ineffectual. Case 3 has been under conservative treat- 
ment for almost seven months with practically no improvement 
in the stability of the foot, and in cases 4 and 5 radical measures 
had to be employed because of the repeated failure of conservative 
ones. 

In cases 1 and 2 where open operation was done and in which 
sufficient time has elapsed to show a result the reduction seems per- 
manent and the return of function adequate. And in cases 4 and 
5 in which open operation was resorted to when it was determined 
that reduction could not be maintained otherwise the correction 
seems satisfactory although of course not enough time has passed 
to make a positive statement. 

In case 5 it was very interesting to see the marked reflex con- 
traction of the extensor communis digitorum in its effort to prevent 
varus on weight bearing, illustrating again the importance of mus- 
cular action in the maintenance of equilibrium in the foot. 


CONCLUSIONS. 


1. Scapho-astragaloid dislocations usually take place when 
the foot is supinated and plantar-ftexed. 
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2. <A palpable caput tali and a prominent scaphoid with a de- 
pression proximal to it is the most important physical sign of dis- 
location in the scapho-astragaloid joint. 

3. Open operation is usually indicated in-order to hold a sat- 
isfactory reduction. 

4. Resection of the head of the astragalus is often necessary 
in cases of more than two weeks standing. 

I gratefully acknowledge the co-operation of Dr. A. Steindler 
in whose clinic these cases were observed and treated and whose 
help has made their study possible. 





TREATMENT OF FRACTURES OF THE UPPER END OF THE 
HUMERUS BY A MODIFIED CRANE SPLINT 


By FRANK E. PECKHAM, PROVIDENCE, R. I. 


In all fracture work it is desirable not only to get union but to 
get it with the callus just where it is needed i. e. between the frag- 
ments and not with a large lump surrounding the broken ends. 
Another important thing from the patients point of view is to get 
as perfect restoration of function as possible. This is best 
accomplished by having the bone in perfect alignment longitud- 
inally and also with reference to the rotation of the fragments. 
The short fragment in the upper end of the humerus has been 
somewhat of a bugbear and it has been considered mecessary to 
abduct the arm or long fragment in order to place the broken ends 
in good apposition. A recent writer has arranged a splint to which 
extension may be applied and not only puts the arm in external 
rotation but at the same time puts the patient to bed. 


In considering any fracture, the treatment should if possible 
tend toward simplicity and away from complexity. In studying 








Fic. 1. Fig. 2. 


Showing the splint held in place by the patient. 
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tnese cases the position which would naturally hold the fragments 
of this particular fracture in apposition, was with the arm at the 
side and the forearm, neither internally nor externally rotated 
but straight out in front. If possible the reducing mechanism of a 
fracture should be the mechanism which is going to hold it per- 
manently in place when reduced. 

In the Journal A. M. A., July 1, 1911, Dr. A. A. Crane of 
Waterbury, Conn., described a splint with screw attachments which 
created extension and counter extension by pressure against the 

















CASE 1. 


axilla, at one end of the arm and at the other end against the fore- 
arm held at a right angle. In his splint the arm was slung across 
the body in front, thus internally rotating the long fragment. In 
my own work the fragments could not be held very well because 
of this internal rotation. A study of cases led me to modify the 
splint so that it would hold the arm straight out in front. After 
that it was plain sailing and the treatment of any of these frac- 
tures at the upper end of the humerus was very simple. However, 
like all mechanisms it needs constant attention to keep it 100 per 
cent efficient and also to keep the patient comfortable. 


The Modified Splint is rather difficult to describe but the photo- 
graphs in Fig. 1, 2 and 3 give a pretty good idea of the mechanism. 
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CASE 2. 














CasE 2.—Comminuted Fracture. 
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CASE 4. 
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Fig. 3 shows the splint with the curve which fits around the 
body at the waist line, the curved axillary crutch at the top and 
the long anterior arm under which the forearm and hand are 
strapped and bandaged. 

In Fig. 1 the patient was simply holding the splint in position 
for illustration. 

In Fig. 2 the splint is shown in actual use. 

The strap of webbing extending around the waist is covered 
by a much wider strip of adhesive plaster to prevent slipping. This 
keeps the arm out straight in front, thus preventing internal rota- 
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Case 5. 


tion. A wide strip of adhesive plaster is passed around the ex- 
treme end of the anterior arm of the splint, up over the shoulder 
and continued diagonally downward across the back. This holds 
the forearm up at a right angle and prevents anterior deformity. 
The splint is easily applied, ether is unnecessary and there is prac- 
tically no discomfort in its application. The patient neither has to 
go to bed nor have the arm in the unsightly and awkward position 
of abduction. 


Cases 1, 2, 3, 4, 5 and 6 are very well shown in the roentgeno- 
grams before and after reduction. Case 7 was a boy who not only 
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had a fracture of the surgical neck of the humerus but such other 
injuries, that bed treatment was necessary. With the arm at the 
side of the body, an extension was applied the whole length of the 
arm from the level of the fracture, the cord extending over a pulley 
at the foot of the bed. Counter extension was obtained by a padded 
band of webbing, under the axilla, the cord extending over a pulley 




















CASE 6. 


at the head of the Ded. The roentgenograms show the condition 
of the fragments before and after its application. 

‘These cases demonstrate that with the arm in the position 
described, extension and counter extension will positively reduce 
such fractures and the splint illustrates how they may be treated 
in an ambulatory manner. 























SUGGESTIONS FROM THE BRACE SHOP 


By ROBERT V. FUNSTEN, M. D. 


Asst. in Orthopaedic Surgery, in charge of Orthopaedic Shops, 
Children’s Hospital, Iowa City, Ia. 


From the Orthopaedic Service of the Iowa State University 
Medical School. 


We have realized from experience gathered during the war 
that standardization of mechanical appliances in Orthopaedic Sur- 
gery may be accomplished to the greatest possible advantage. 


We have made an effort in our work at the Children’s Hospital 
to standardize our own braces for similar reasons. By this is not 
meant any standardization in size, except in cases of hand splints 
and the like, but rather in the working design. We believe that 
no brace should ever be used that is not designed to fit the exact 
measurements of the patient requiring it. But, by having a clear 
understanding of the end to be accomplished, and the means of 
accomplishing it, the shop is able to put out better braces and at a 
more rapid rate of speed than it could do otherwise. 

Let us take up a few selected braces from the following stand- 
points: First, mechanical function; second, durability, lightness, 
comfort and cost to the patient; third, simplicity and standardiza- 
tion in construction. 


(A) Bopby BRACES 


They are used in the various stages of scoliosis, fractures, 
Pott’s disease, back strains and post-operative spine cases. 


In all of these the principal mechanical function is that of 
support, and this support must come from the pelvis. How can 
this best be obtained and what is the most effective way of gripping 
the pelvis so as to withstand considerable pressure from above? 
The basis of all our standard body braces as designed by Dr. 
Steindler, is a firm grip above and below the entire crest of the 
ilium, encircling the anterior superior spines. This gives a firm, 
stable pelvic girdle which grips just above the trochanters on the 


345 











346 RORERT V. FUNSTEN 


sides, and rises up slightly in front to allow complete flexion of the 
leg. The band above the crest offers a secure barrier against 
downward movement of the brace. 

Having this basis to build upon let us look to the accomplish- 
ment of our support from above. We have only two possible means 
of extension, by the chin and occiput, and under the shoulders. In 














I'rc. 1.—Standard bcdy brace. 


cases of scoliosis we know that it takes, in the standing position, 
from 50 to 100 pounds to accomplish any appreciable correction 
in an adult. It is, therefore, beyond belief that any patient could 
stand a corrective brace designed on such a working principle, and 
one must necessarily resign himself to the principle of immobiliza- 
tion. For cases requiring support from the mid-dorsal region 
downward, a brace with properly designed and fitting crutches and 
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a firm pelvic girdle, will answer the requirements of support. This 
is done by means of two strong steel stays up the back, a cross 
bar extending about the level of the spines of the scapulae, ending 
in firm crutches under the arms. The foremost part of the crutch 
is flattened out to exert some pressure backward just below the 
clavicle. They are well supported in front by anterior steel stays 

















Fic. 2.—Back view, showing elastic straps over prominence of ribs. 


extending down to the girdle. To give the crutches further sup- 
port, a flat steel bar is run from their center down to the girdle- 
band just above the crest, as may be seen in Fig. 1, 2 and 3, these 
braces are firm but very light. The sheet-steel parts are covered 
on the outside with calf skin and on the inside with felt, except for 
the stays which are polished or plated. 
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Where a curvature is being dealt with, eight to twelve one- 
inch adjustable elastic bands are fastened in front and behind to 
the steel stays over the prominence of the ribs in a diagonal posi- 
tion exerting pressure upward and forward. 

It takes approximately eight to ten hours for this brace to go 
through the different departments of the shop, at an actual cost 
of $20 to $30. 

















Fic. 3.—Showing firm pelvic grip and crutch support. 


We have found that in getting a good fit in cases of extreme 
scoliosis it is very necessary to trim the models down one-half an 
inch to an inch from under the arm on the side of the curvature. 
This is not made up for under the other arm. It is also important 
in taking the model to give the bracemaker every possible benefit 
of corrected position. 
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This brace has proved itself entirely satisfactory from every 
standpoint. We feel that we can trust it to maintain any correc- 
tion accomplished in scoliosis, any post-operative case, or any 
tuberculous case to which we wish to assure proper support. Still 
we do not infer that this or any other body brace that has come 
under our observation, is adequate, in cases of high dorsal or 
cervical curvatures to insure even maintenance. 


No attempt is made to correct a curvature with the brace. It 
is used only as a support. 
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Fic. 4.—Cock-up double-traction splint, showing how traction is applied by means 
of a glove. 





B. GLOVE TRACTION SPLINT 


There have recently been many varieties of cock-up traction 
splints advocated upon various sound mechanical principles. We 
have been making in our shop a cock-up traction splint which has 
been used very effectually in cases of Volkmann’s contracture, 
Claw Hand, and other flexion and hyperextension deformities of 
the metacarpo-phalangeal joints, such as are met with in trauma, 
nerve injuries and arthritis deformans. The principle, as has been 
previously described by Dr. Steindler, is a two-way traction sys- 
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tem. A cock-up splint covered with felt is the basis. Two ad- 
justable T-bars are placed on a strong spring-steel shaft in such 
a way that direct horizontal tension is applied to the distal portion 
of each finger and a perpendicular tension to correct the deform- 
ity in the metacarpo-phalangeal joints. Owing to the difficulty in 
attaching any pulling apparatus to the skin, a good fitting glove 
with leather strips sewed upon it is used. The apparatus with the 
glove applied may be seen in Fig. 4. 

The mechanical problem in the flexion contracture of the 
fingers is the stretching of the flexor tendons and the capsular 
structures of the joint. The tendons are made taut by the cock- 


ss 


Fic. 5.—Individual finger splints. Figure-of-eight splints and two varieties of 
ring splints. 

















be 


up, increasing the flexion in the fingers. The horizontal pull tends 
to overcome flexion in the phalangeal joints, the perpendicular pull 
hyperextension in the metacarpo-phalangeal joints. 

This splint is light, durable and may be regulated in its pull 
to the endurance of the patient. It can be put out in one and one- 
half hours at a cost of $3 to $4. We have had uniformly good 
results in its use. This splint may be varied according to the 
necessities. In one case of arthritis where there was marked hyper- 
extension of the inter phalangeal joints, heavy wire was used in 
form of loops, one extending around the wrist dorsally over the 
joints, while the other was arranged to get a horizontal and down- 
ward pull from the finger tips. 
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(C) FINGER SPLINTS 


Where there are many cases of injury to the hand and fingers, 
and especially cases where skin grafts are done, the after-splinting 
becomes a very important factor in the end result. Palmar splint- 
ing with tongue depressors and the like may serve for a time after 
the operation, but when contraction of the scar tissue begins, it 
takes more than this, and more than 15 to 30 minutes of massage 
and stretching daily to. obtain everything there is to be obtained. 
The ingenuity of the surgeon is sometimes considerably taxed when 
he feels that the apparatus in use is, through discomfort or dif- 
ficulty to hold in place, not doing everything it should. 


The most satisfactory individual finger splints with which we 
have come in contact, are shown in Fig. 5. They are, from left 
to right: 

The Figure-of-eight splints, used in either flexed or hyper- 
extended fingers. They are made of wire and may be manipulated 
to sustain whatever position is desired, and may be placed on the 
finger easily by putting them first upside down, then turning them. 
Small pieces of felt are used where pressure is exerted. 


Above, is a ring splint, for the second, third, fourth or fifth 
finger, and below, for the thumb. These splints are easily applied 
and we have found them unusually well tolerated by the patients. 
They stay on well and may be bent to exert any amount of pres- 
sure. Pressure points here also are protected by small pieces of 
felt. They are best maintained by placing a strap or broad piece 
of adhesive just above the wrist. In one case of skin graft for 
congenital contracture where the operative outcome was uncer- 
tain, a ring splint was applied with an entirely satisfactory end 
result. 


(D) SUPINATION OF THE ARM: FIG. 6. 


The mechanical problem here is to obtain the best possible 
grip for rotation of the forearm and wrist. This is best accom-. 
plished above by gripping the humerus while the elbow is flexed. 
In order that this gripping may withstand rotation two circular 
bands are used, one high up and the other as close to the elbow 
joint as possible. The palm of the hand offers the most durable 
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gripping point distally, and here an oval band through which the 
four fingers are thrust is employed. To steady the brace and 
prevent rubbing, another band is made just above the wrist joint. 


The brace is of very simple construction, being made of 3/16 
inch. Bessemer rods with the bands brazed on. It is made in less 
than an hour at a cost of about $1. The amount of supination may 




















Fic. 6.—Light splint running along inner side of arm to counteract pronator 
contracture. 


be adjusted at will. It is very useful in pronator contractures and 
also maintains the wrist in a hyperextended position as desired. 
The patient wears this brace with considerably more comfort than 
any other supination brace we have tried. 


(E) FELT ARCH SUPPORTS 


When the trend of Orthopedic opinion led so completely away 
from solid arch supports of any kind, it became necessary to in- 
troduce some means to give temporary relief in the various foot 
strains. Orthopedic heels, wedges and strapping with adhesive 
and felt pads have dome much to aid in this way. Still in the 
majority of these cases after the acuteness of the affair has sub- 
sided, the strapping becomes a hindrance to the institution of foot 
exercises, and it has been necessary to give this temporary sup- 
port in some other way. 
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In addition to the Orthopaedic hezls and wedges, we have been 
using in our work a temporary arch support made of common thin- 
leather insolz, upon which is sewed two, three or four thicknesses 
of felt arranged in concentric lamellae. We rely entirely upon the 
pedographic picture, as advocated by Rich, to determine what shape 
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Fic. 7.—Unassembled lock-knee joint, showing two types of milled joints. 


this support shall be, whether or not it shall have a tongue to sup- 
pert the anterior arch and whether or not it shall extend entirely 
across the foot. In cases of acute foot strain where there is often 
a cavus, much relief seems to be given by extending the felt en- 


tirely across. 
(F) LEG BRACES 


Joints: The question as to how and where a knee joint should 
be placed is a matter of considerable concern. It is not practical 
to duplicate the exact mechanical action in the knee joint (Braasche 
Sector Splint). The flexibility of the soft parts upon which the 
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sustaining bands rest will of themselves allow considerable change 
of position. An important essential in a successful knee joint is 
to get the hinges as near as possible to the center of the tuberosi- 
ties of the femoral condyles. 














Fic. 8.—Lock-knee joint of the tongue- 
and-groove type, showing mechanism. 


But the most important fact about any joint is that it is a 
mechanical thing and must obey the law of mechanics. It is, there- 
fore, absolutely necessary to the proper working of any joint, 
whether in the knee, ankle or elbow, that the gliding surfaces of 
the pair be in the same horizontal and the same parallel plane one 
with the other. There should be no attempt, therefore, to force 
a joint in any way to conform to the model. It should be a mechani- 


cal thing apart. 
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The two types of joints that have obtained greatest favor with 
us are the tongue-and-groove joint (as seen to the left in Fig. 7), 
and the circular milled joint (to the right in Fig. 7). The former 
lends itself more readily to the lock-joint attachment, one type of 
which is shown in Fig. 8. 

















Fic. 9.—Short leg brace showing upper 
part of foot plate, anklet, and align- 
ment of joints. 


The circular milled joint has a bushing on the male part over 
which the female part glides. In this way the connecting bolt may 
be thoroughly tightened without interfering with the motions. 


Note in Fig. 9, that there is considerable allowance for the 
desired varus correction. However, the joints work with each 
other in all planes. 
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(G) Foot PLATES AND ANKLETS 


We have standardized our foot plate as follows: It reaches 
only to the ball of the foot; it rests flat in the bottom of the shoe 
conforming with a slight arch to the foot; it is built to fit the foot 
in the corrected position and no foot needing correction is fitted 
with a foot plate until it has been corrected. 




















Fig. 10.—Heavy iron bench-block with various attachments. There are several 
sizes of the iron foot models. 


The foot is maintained in position by an anklet which extends 
from the ball of the foot to well above the ankle. This gives con- 
siderable support and prevents irritation that might arise from 
the uprights. 

Fig. 10 shows a heavy iron bench block with a number of 
attachments which are of great value in brace work. They can 
easily be obtained from a foundry upon furnishing a wooden or 
plaster of Paris model. 

I should like to say in conclusion that a thorough system of 
order cards and a double card-file system, used even for the most 
minute piece of work, is of inestimable value in the successful run- 
ning of a brace shop. 
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Special Article 





THE SURGICAL TREATMENT OF SCOLIOSIS 


By A. Mackenzie Forbes, Montreal. 


The thorax moves as a whole. No vertebra or no rib is moved singly. 
The thorax moves as a whole and each component part has its own part to 
play during any movement of the thorax. Physiological movements of the 
thorax are intricate. Physiological scoliosis is a complex condition. Patho- 
logical scoliosis is equally complex and differs only from physiological 
scoliosis in that in physiological scoliosis there is a return to the normal 
whilst in pathological scoliosis there is no return. 


For these reasons the correction of a pathological scoliosis is difficult. 
It was suggested some years ago that the rational treatment for pathological 
scoliosis was to produce a physiological scoliosis of a reverse character, but 
it has been rightly contended by the author of that method of treatment 
that vertebrae which have been pathologically changed, now being wedge 
shaped, are carried individually and collectively into a new position by the 
production of this physiological scoliosis forming, indeed, an area of patho- 
logical scoliosis of a reverse character to the physiological scoliosis now pro- 
duced. In other words pathological scoliosis is a more advanced condition 
than physiological scoliosis. We cannot cure the greater by the less. 

It has been contended that in certain methods of treatment forces 
which are applied to produce a beneficial result in one place may produce 
the reverse in another. 

It cannot be denied that there are patients afflicted with scoliosis of 
such degree that no form of treatment yet devised can be depended upon 
to relieve their deformities. 

May we say that all schemes or methods of treatment for scoliosis have 
their limitations? Surely we may contend, without exaggeration, that this 
is true. 

Assuming, then, the truth of this assertion, we will agree that we must 
accept as inevitable certain degrees of scoliosis. In the treatment of such 
degrees of deformity we have to content ourselves with two things only. 
First, to obtain the best correction possible. Second, to maintain this cor- 
rection, 

Various methods have been devised to obtain the greatest possible cor- 
rection of scoliosis. Many believe that of all methods that of Abbott can 
best be depended upon to give correction. Calve also has made an import- 
ant contribution to our knowledge of corrective methods. The Scoliosis 
Commission of the American Orthopedic Assn. have reported that the Lovett 
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method has, in practice, shown the best results. The writer still believes 
that the production of physiological scoliosis, of a reverse character to the 
existing pathological scoliosis, is the most rational method. The writer still 
feels that the degree of physiological scoliosis obtainable depends on previ- 
ous treatment conducted on rational lines. But the writer again contends 
that in that class of patients suffering from scoliosis where the vertebrae, 
ribs and trunk are deformed, all methods can be considered, only, as a pre- 
liminary part of further treatment. Further he believes that operative pro- 
cedures alone can be depended upon in certain cases of scoliosis. 


As yet no operative procedures have been devised to eradicate the de- 
formities of pathological scoliosis, but if the physiological principles first 
annunciated by Feiss may be considered as proved then the thorax moves, as 
a whole, and we may maintain any correction which may be made by such 
measures as fixing or welding together the vertebrae which have been placed 
in a position of as great correction as possible. 


Doubtless there must be many ways of doing this. In 1913 the writer 
reported a case of operation for the relief of structural scoliosis following 
Poliomyelitis. Since his return to this country he has been attempting to 
secure fixation by freshening the surfaces of the laminae and spinous pro- 
cesses of adjacent vertebrae, in a very similar way to that originally used 
by Hibbs of New York in the treatment of Potts Disease of the spine. 


The efficiency of this procedure has been demonstrated recently, when 
the spine of a patient who had undergone this operation over a year ago 
was exposed. Over the spinous processes and laminae a strong bridge of 
bone had formed. This held the vertebrae as though welded together. 


The actual operation is usually carried out in two stages. The lumbar 
curve is usually operated upon before the dorsal curve. A correcting plaster 
is applied as early as possible, indeed not later than a week after the opera- 
tion. The patient is maintained in this plaster for at least three months. 


In conclusion the writer would say again that he does not believe that 
any method has been devised for the rapid and complete reduction of patho- 
logical scoliosis. Ofter the operator must be satisfied with a comparatively 
moderate correction of the existing deformity. In such cases operative pro- 
cedures are recommended as precautionary measures to prevent an anti- 
cipated progressive deformity. In many patients almost any procedure would 
be justified to allay the progress of this condition. 


























Editorial 





The following is taken from the editorial pages of the Medical 
Record of May 1. (Italics are ours.) 


One of the surgical lessons of the war, learned largely through 
the labors and teaching of Professor Willems of Belgium and Mr. 
Dowden and others of England, is the undesirability of immobiliza- 
tion in the treatment of broken bones, not only gunshot fractures 
but those occurring in civil life as well. Mr. William Guy, writing 
in the Edinburgh Medical Journal, March, 1920, applies this prin- 
ciple of mobilization to the treatment of fractures of the mandible. 
He is of the opinion that there is no fracture on which there has 
descended with greater malignity what his friend Mr. Dowden has 
called “‘the curse of immobilization.” Guy quotes from Lucas 
Championniere’s classic “Traitement des Fractures par le Mas- 
sage.” In support of the view that prolonged immobilization is 
usually contraindicated in the treatment of fracture of the mandi- 
ble. Guy describes at some length the technique of the methods 
for treating different kinds of fractures of the mandible. He even 
gges so far as to believe with his mentor, Lucas Championniere, 
that the dictum that movement is necessary for the successful 
treatment of fractures is even more applicable to compound than 
to simple fractures, and acting on these principles he has treated 
over four hundred fractures of the mandible caused by gunshot 
wounds of every degree of severity. In the result he is confirmed 
in his conviction that “he mouvement c’est la vie.” 


The above is a part of the reason why we have had and shall 
have difficulty in securing the general adoption of adequate splints 
for the fixation of fractures. Harm may have been done occasion- 
ally by the too prolonged immobilization of joints in the immediate 
vicinity of infected fractures. Much more harm has been done, 
however, by failure to adequately immobilize fractures—and such 
teaching as the above is harmful beyond computation. 
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At the meeting of the Central States Orthopedic Club in Mem- 
phis, April 26, Dr. F. J. Gaenslen of Milwaukee, was re-elected 
Secretary. Dr. H. Winnett Orr, was elected President. Dr. Willis 
E. Campbell showed a large number of interesting cases and enter- 
tained the visiting members most generously. 


Dr. M. S. Henderson was elected chairman of the Orthopedic 
Section of the American Medical Association at the meeting in 
New Orleans. Dr. H. B. Thomas of Chicago was re-elected Secre- 
tary for three years. 

The section meeting was well attended and well conducted. 
Dr. Roland Hammond of Providence, Rhode Island, presided in the 
absence of Dr. Hawley. Dr. Ridlon was re-elected to represent 
the Orthopedic Section in the House of Delegates. 


“Sir William Osler as Host to Americans in England during 
the war,” is the title of an article by Dr. George William Norris in 
the American Journal of the Medical Sciences for May. This 
article will be of interest to a number of Orthopedic surgeons. It 
contains a portrait of Sir William in uniform. The writer of this 
paragraph recalls a visit during this period by Sir William to dhe 
of the hospitals where Americans were on duty. Among others 
Dr. Mahmud Bayami of Cairo was presented to him. In just a few 
moments they were deep in a discussion of the writings of Rhazes 
and Avicenna in the original Arabic. Sir William with great en- 
thusiasm said, “Ah, they were great days—I wish I could have 
lived then.” 


Speaking at the Cardiff Medical Students Club on April 23, 
Sir Robert Jones is reported by the “Western Mail” to have spoken 
in part as follows: 

“A fundamental and essential requirement for a medical 
school, continued Sir Robert, was a wealth of clinical material, and 
unfortunately, Wales could only too easily supply that material. 
He believed that the demand for beds at the infirmary, (King Ed- 
ward VII) was urgent and pathetic, there being constantly over 
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1,000 on the waiting-list. A large number of those cases was de- 
prived of early admission, and so passed over the boundary line 
of hope, while at least a second thousand ran the risk of permanent 
neglect. No fewer than 1,500 beds were needed, not 400 as at pres- 
ent. Recently he had been invited by the infirmary staff to advise 
on the organization of orthopaedics, and he had laid it down as a 
fundamental principle and condition that no in-patient hospital for 
children should be tolerated in the centre of the city, and that the 
existing institution should only deal with out-patient clinics with 
the exception of a few beds for urgent cases. Long experience had 
taught him beyond question the injustice of segregating sick and 
deformed children in the vitiated air of a city hospital ward. 

“The speaker referred to the great monument for all time in 
the Prince of Wales Hospital erected by Sir John Lynn-Thomas, 
and the possibilities of the expansion of the Glan-Ely Hospital for 
surgical tuberculosis.” 











cAnnouncement 





PRELIMINARY PROGRAMME OF THE ANNUAL MEETING 
OF THE AMERICAN ORTHOPAEDIC ASSOCIATION, 
TO BE HELD IN TORONTO, JUNE 7TH, 8TH, 
9TH AND 10TH, 1920. 


Monday, June 7th, Clinical Day.—This day will be spent at 
the Hospital for Sick Children and the Military Orthopaedic Hos- 
pital. 

At the Hospital for Sick Children the programme will com- 
mence at 9 a. m. and will be arranged as follows: 


1. Operations by the Staff illustrating the operative treatment of fractures 
and the fixation of tendons in infantile paralysis. 

2. Presentation of Cases illustrating the late results of tendon fixation. 

3 Presentation of Cases illustrating the results of the free transplantation 
of tendon and fascia. 

4. Demonstration of the experimental method of studying the free trans- 

plantation of tendon and fascia. 

Presentation of Cases illustrating the treatment of acute osteomyelitis. 

Presentation of Cases illustrating the treatment of Pott’s disease with 

heterogenous bone-grafts. 

7. Presentation of unusual cases. 


At the Military Orthopaedic Hospital the programme will com- 
mence at 2:30 p. m. and will be arranged as follows: 


1. Operations by Professor Putti of Bologna, Italy; Lt. Colonel C. L. Starr, 
and Major D. E. Robertson. These operations will illustrate the method 
of cinematic amputation, the transplantation of tendons for irreparable 
nerve injuries, and the treatment of non-union of fractures. 

2. Presentation of cases illustrating the results obtained from the suture 
of nerves. 

3. Presentation of cases illustrating the results obtained from the trans- 
plantation of tendons for irreparable injuries to nerves. 

4. Presentation of cases illustrating the results of the operative treatment 
of non-union in fractures. 

5. Demonstration of the methods used by the Canadian Army in the treat- 
ment of amputation cases. 

6. Presentation of interesting surgical cases which have resulted from war 
wounds. 

7. Visit to the wards, gymnasium, curative workshop, artificial limb plant, 
etc. 


Tuesday, Wednesday and Thursday, June 8th, 9th and 10th, 
in the Medical Building, University of Toronto, the following 
papers to be presented, the time to be stated later: 


an 
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Professor Jacques Calve, France—Pott’s Disease. 

Professor Putti, Italy—-Cinematic Amputation. 

Mr. Naughton Dunn, Birmingham, England—Subject to be announced. 

Mr. Robert Olleronshaw, F. R. C. S., Manchester, England—Cysts of the 
external semilunar cartilage of the knee-joint, etc. 

Dr. Z. Adams—Codivilla’s Operation for the Correction of Genu Valgum. 

Dr. F. Albee—Certain Mechanical Features in the Treatment of Fractures 
in and about the Hip. 

Dr. Nathaniel Allison—Bone Tuberculosis. 

Dr, W. S. Baer—The Treatment of Osteoarthritis of the Hip-joint. 

Dr. Wallace Blanchard—The Jones Operation for the Ankylosis of Subdeltoid 
Bursitis. 

Dr. A. Mackenzie Forbes—The Operative Treatment of Scoliosis. 

Dr. Albert H. Freiburg—lInjuries in the Sesamoid Bones of the Great Toe. 

Dr. Frederick J. Gaenslen and Dr. Wm. Thalhimer—A Lesion of the 
Trochanter and its Epiphysis, non-tuberculous. 

Dr. Herbert Galloway—Open Operation for Congenital Dislocation of the Hip. 

Dr. Roland Hammond—Pain in the Great Toe from Adhesions of the Sesa- 


moid Bone. 

Dr. R. I. Harris (by invitation)—-An Operation for the Relief of Median 
Anesthesia. 

Dr. F. C. Kidner—The Treatment of Osteomyelitis Resulting from Gunshot 
Wound. 


Dr. Robert W. Lovett—The Operative Treatment of Infantile Paralysis. 

Dr. H. Winnett Orr—Review of some of the Recent Text-book Teachings on 
the Treatment of Fractures of the Thigh and Leg. 

Dr. Archer O’Reilly—Back-ache and Anatomical Variations of the Lumbo- 
Sacral Region. 

Dr. F. E. Peckham-——The Treatment of Certain Fractures. 

Dr. Chas. J. Painter—Subject to be announced later. 

Dr. Howard Prince—The Treatment of Old Fractures of the Os Calcis. 

Dr. Edwin Ryerson—The Treatment of Osteomyelitis Resulting from Gun- 
shot Wound. 

Dr. Robert Soutter—-Osteomyelitis of the Patella. 

Dr. Jas. Warren Sever—Indications for and the Results of Astragalectomy 
in Infantile Paralysis. 

Dr. Arthur Steindler—Congenital Malformation of the Hand. 

Dr. Walter Stern—Chronic Circumscribed Osteomyelitis. 

Dr. Walter Truslow—The Non-operative Treatment of Scoliosis. 

Dr. Sidney A. Twinch—Preventive Orthopaedics. 

Dr. Royal Whitman—Demonstration of the Results of Treatment of Frac- 
ture of the Neck of the Femur by the Abduction Method. 

Candidates Theses. 


On Tuesday evening the Association will be the guests of the 
Officer Commanding and the Officers of the Dominion Orthopaedic 
Hospital at a smoker to be given in the hospital. 

On Wednesday evening the annual dinner will take place at 
Hart House. The regular meetings will be held in the Medical 
Building and luncheon will be served daily at Hart House. 

The corrected programme will be in the hands of the members 
of the Association in the last week of May. 











BRITISH ORTHOPAEDIC ASSOCIATION 





SPECIAL MEETING JUNE 4TH & 5TH, 1920, 
EDINBURGH 


President: Sir Robert Jones, K. B. E., C. B. 


PROGRAM 


Friday, June 4th. In the Systematic Surgery Classroom, 


9:30 a. m. 
10:00 a. m. 


1:00 p. m. 


2:00 p. m. 


a 


7:30 p. m. 


Edinburgh University 


Morning Session 
Executive proceedings. 
Discussion on “‘The Principles of the correction of congenital 
talipes equino-varus and particularly of inveterate and re- 
lapsed cases.’”’ Opened by Mr. R. C. Elmslie. 
“The results of tendon transplantation for paralysis of the 
muscles below the knee.’””’ Mr. John Fraser. (by invitation) 
“Acute arthritis of the hips in infants.’’ Mr. S. Irwin. 
“Traumatic dislocation of the knee joint.”” Mr. Harry Platt. 


Luncheon. 


Afternoon Session 


“The end results of arthroplasty of the knee joint.’’ Pro- 
fessor V. Putti. (Bologna) 

“Hallux Valgus, rigidus and malleus.”” Dr. Murk Jansen, 
of Leyden. 

“The vital and mechanical factors in bone grafting.’’ Mr. E. 
W. Hey Groves. 

“Some notes on bone, fascia and tendon grafting.’”’” Mr. A. P. 
Mitchell. (by invitation) 

“The possibilities of end to end suture after extensive nerve 
injuries.”” Miss Forrester-Brown. (by invitation) 
Demonstration of cinematographic records illustrating the 
various types of gaits in children. Mr. John Fraser. 


Association Dinner. 


Saturday, June 5th. At the Edinburgh Royal Infirmary. 


9:30 a. m. 


Operations and demonstrations of cases. Sir Harold Stiles. 
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DR. BERNARD BARTOW 


Bernard Bartow was the fourth son of John and Katharine B. Bartow. He 
was born in Flint, Michigan, December 1, 1849. At the age of two years he 
came with his parents to Buffalo, where he spent the remainder of his life. 
He was the great-grandson of Mrs. Gamaliel St. John, noted in the history of 
Buffalo, as being the only person who saved her home in the burning of Buf- 
falo during the war of 1812. Dr. Bartow was educated in the public schools 
of the city, and at the age of fifteen years, was made assistant to Mr. William 
Ives, librarian of the Young Men’s Library, afterwards merged into the Buffalo 
Public Library. He graduated from the University of Buffalo in 1874, and was 
made an interwe at the General Hospital immediately after graduation. Dr. 
Bartow was married by the Rev. Phillips Brooks June 26th, 1879 to Fanny F. 
Howes, daughter of Osborne Howes, Esq., a retired ship merchant of Boston. 

Dr. Bartow started work as a surgeon, but possessing marked mechanical 
ability, his attention was directed to orthopedics, from the character of the 
cases referred to him. For a number of years he was the only man doing that 
special line of work in his part of the state. 

Dr. Bartow was elected to the American Orthopedic Association in 1889. 

At the time of his death he was: Orthopedic Surgeon in Chief, Children’s Hos- 
pital. Consulting Orthopedic Surgeon, Buffalo General Hospital. Emeritus Pro- 
fessor of Orthopedic Surgery, Medical Dept., Univ. of Buffalo. Was a fellow of the 
American College of Surgeons, and local medical societies. 

W. W. PLUMMER. 
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Orthopaedic Titles in Current 
Literature 


Prepared by Dr. J. E. M. Thomson, Lincoln, Nebraska. 


Apert, A. and Cambassides—aAseptic Acute Purulent Arthritis. Presse med., 
Par., 1919, XXVIII, p. 713. 

Armstrong, R.—Family Osteo-arthritis. Proc. Roy. Soc. Med., London, 1919, 
XIII, Sect. Study Dis. Child., p. 24. 

Baumgartner—tTeratoid Sacrococcygeal Tumor. Bull. et mem. Soc. de Chir. 
de. Par., 1919. XLV, p. 1486. 

Beam, H. A.—Recent Developments in Peripheral Nerve Surgery. Ill. Med. 
Journal, March, 1920, 37, No. 3, p. 189. 

Bergeret, A.—Verticotransverse Fractures of the Femoral Condyle. Rev. de 
Chir., Par., 1919, LVII, p. 592. 

Bersot, H.—The Plantar Reflex Schweitzer Archiv. of Neurol und Psychiatrie, 
Zurich, 1919, 5, No. 2, p. 305. Cont’n. 

Black, J. F.—A Case of Severe Lymphangitis of the Arm. Ann. of Surg., 
1920, XXXIV, p. 11. 

Bland, J. Sutton and Others—Discussion on Secondary Deposits in Bone 
Mistaken for Primary Tumors. Proce. Roy. Soc. Med. London, 1919, 
XIII, Sect. Surg., p. 1. 

Blumenthal, M.—Apparatus for Exercising Cinematized Muscle Loops after 
Amputations. Berliner klinische Wochenschrift, Nov. 10, 1919, 56, No. 
45, p. 1064. 

Boschi, G. and Peronne, A.—The Results of Surgical Operations on the 
Nerve Trunks. Policlin., Roma, 1919, XXVI, Lez. med., p. 385). 

Brenenfeld, B.—A Case of a Sacral Tumor Occurring in a New-born Infant. 
Wien. med. Wochnschr., 1919, LXIX, p. 1890. 

Brown, Lloyd T.—An Unusual Abnormality of the Elbow Joint. J. of Ortho- 
paedic Surg., May, 1920. Vol. 2, No. 5, p. 268. 

Buckley, K.—Fracture of the Humerus Treated by Traction. Med. Record, 
1920, XCVII, p. 168. 

Cameron, H. C.—Sudden Occlusion of the Right Brachial and Femoral 
Arteries in an Infant, aged 10 Days, with Gangrene of the Arm and 
Leg; Recovery of Arm, Amputation at Thigh. Proc. Roy. Soc. Med. 
London, 1919, XIII, Sect. Study Dis. Child., p. 9. 

Carr, F. J. and F. W. McGuire—Dislocation of the Five Metatarsal Bones 
Downward and Outward from the Tarsus Without Fracture. Ann. 
Surg., 1920, LXXI, p. 112. 

Christopher, F.—Gunshot Fractures of the Tibia and Fibula. Ann. Surg., 
1920, LXXI, p. 66. 

Contini, A.—Diaphyseal and Diaphyso-Epiphyseal Gunshot Fractures of the 
Femur. Chir. D. Organi di Movimento, 1919, III, p. 133. 

Cofield, R. B.—Septic Foci. in Relation to Bones and Joints. Ohio State 
Med. Journal, March 1, 1920, 16, No. 3, p. 155. 

Cooley, E. L.—Static Back Trouble. Ill. Med. Journal, March, 1920, 37, No. 
3, p. 195. 
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Co‘ton, F. L.—Flat-foot and other Static Foot Troubles. Boston M. & S. 
Journal 1920, CLXXXII, p. 1. 

Cyriax, E. F.—Two Cases of Displacement of Ilium. N. Y. Med. Journal, 
March 27, 1920, Ill, No. 13, p. 546. 

Deiangeniere, Henri and Lewin Philip—A General Method of Repairing Loss 
of Bony Substance, and of Reconstructing Bones by Osteoperiostal 
Grafts taken from the Tibia—273 Observations. Surg. Gynec. and 
Obstet., May, 1920, Vol. XXX, No. 5, p. 464. 

De Massary and Lechelle—Paget’s Disease of Bone. Bulletin de la Soc. Med 
des Hopitaux de Paris. Jan. 30, 1920, 44, No. 4, p. 134. 

Dubois, M.—Supernumerary Cervical Ribs. Arch. Med. Belges, 1919, 
LXXII, p. 40. 

Duval, P.—The Use of Bone Fragments Treated with Alcohol to Effect Union 
of Bone. Bull. et mem. Soc. de chir. de Par., 1919, XLV, p. 1484. 


Dwyer, H. L.—Chondrodysplasis; Multiple Cartilaginous Exostoses. Am. J. 
of Diseases of Children, March, 1920, 19, No. 3, p. 189. 

Eastman, J. R.—The Operative Technique in Spina Bifida. J. Am. M. Ass’n., 
1920, LXXIV, p. 156. 

Eden, R.—Free Nerve Transplants in Cases of Nerve Defects. Deutsche 
med. Wehnschr., 1919, XLV, p. 1239. 

Edmunds, A.—Multiple Bone Abscesses of an Unusual Nature. Proc. Roy. 
Soc. Med., London, 1919, XIII, Clin. Sect., p. 3. 

Extensive Rodent Ulcer Involving Bone; Excision; Plastic Operation; 
Recovery. Proc. Roy. Soc. Med., London, 1919, XIII, Clin. Sect., p. 3. 

Elsner, J.—Friedmann’s Tuberculosis Treatment in Orthopaedic Cases. 
Deutsche Medizinische Wochenschrift, Berlin, Dec. 11, 1919, 45, No. 
50, p. 1384. 

EXty, L. W.—Bone Formation and Bone Pathology. Cal. State J. M., 1920, 
XVIII, p. 21. 

Estes, W. L., Jr.—A Study of the Cause of Delayed Union of Fractures of 
the Long Bones. Ann. Surg., 1920, LXXI, p. 40. 

Fairban’:, H. A. T., Mr. Bristow, Major Elmslie and Mr. Aitken—Birth Para- 
lysis, Discussion. J. of Orthop. Surg., May, 1920, Vol. 2, No. 5, p. 284. 

Ferron, J.—Old Viciously Consolidated Dupuytren Fracture Successfully 
Operated Upon. Bull. et. mem. Soc. de chir. de Par., 1919, XLV, p. 1579. 

Foldes, D.—Fractures of the Patella, Os Calcis and Olecranon Treated by 
Fischer’s Apparatus. Surg. Gynec. & Obst., May, 1920, Vol. XXX, No. 
5, p. 510. 

Frank, E.—Relations of Autonomic Nervous System to the Striated Muscles. 
Berliner klinische Wochenschrift, Nov. 10, 1919, 56, No. 45, p. 1057. 

Frazier, C. H.—Surgical Problems in the Reconstruction of Peripheral Nerve 
injuries. Ann. Surg., 1920, LXXI, p. 1. 

French, H.—Case of Osteitis Deformans (Osteoporosis. Osteomyelitis Fibro- 
sa). With Pronounced Affection of Forearm. British J. of Surg., Jan., 
1920, 7. 

Fuller, W.—Treatment of Infected Wounds with Reference to Carrel-Dakin 
Method. Ill. med. Journal, March, 1920, 37, No. 3, p. 173. 


Fuchs, 5.—The Sites for Bilateral Femur Amputation. Deutsche med. 
Wochnschr., 1919, XLV, p. 996. 


Gaugele—The Perthes Tendon Transplantation in the Treatment of Radial 
Paralysis. Deutsche med. Wcehnschr., 1919, XLV, 1306. 
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Ghillini, C.—The Anatomic Artificial Leg. Chirurgia degli Organi di Movi- 
mento, Bologna, Febr., 1920, 4, No. 1, p. 121. 

Green, T. M.—Elephantiasis and the Kondolean Operation. Ann. Surg., 
1920, LXXI, p. 28. 

Guibe, M.—Incomplete Vertical Intercondylar Fracture of the Lower Ex- 
tremity of the Femur. Bull. et mem. Soc. de Chir, de Par., 1919, XLV, 
p. 1568. 

Haines, W. D.—Dislocation of Tarsal Scaphoid; Double Fracture of Ischiatic 
Tuberosities. Annals of Surgery, Phila., Feb., 1920, 71, No. 2; p. 187. 

Hewitt, W. R.—Fractures of Patella and How Shall We Treat Them. Mis- 
souri State Medical Ass’n. Journal. March, 1920; 17, No. Special 100. 


Hinton, D.—Suture of War Wounds. Annals of Surgery. Feb., 1920, 71, 
No. 2, p. 191. 

Holtzclaw, C.—Suggestions in the Treatment of Fractures of the Femur. 
Internat. J. Surg., 1920, X XXIII, p. 23. 


Honey, James A.—Cervical Ribs with Presentation of Cases and a Biblio- 
graphy. Surg. Gynec. & Obstet. May, 1920, Vol. XXX, No. 5, p. 481. 


Hoy, C. DaC.—Murphy Treatment of Acute Arthritis, Ohio State Med. 
Journal, March 1, 1920, 16, No. 3, p. 167. 


Huber, Carl G.—Repair of Peripheral Nerve Injuries. Surg. Gynec. & Obst. 
May, 1920, Vol. XXX, No. 5, p. 464. 


Hughes, B.—Use of Autogenous Bone Grafts in Treatment of Certain Simple 
Fractures of Bone. Lancet, London, March 13, 1920, 1, No. 5037, p. 595. 


Fracture of Carpal Scaphoid Bone. Gaceta Medical de Caracas, Nov. 15, 
1919, 26, No. 21, p. 249. 


Irwin, S. T.—End Results in Partial Amputations of Foot. British Journal 
of Surgery, London, Jan., 1920, 7, No. 27, p. 327. 


Iselin, H.—Supracondyloid Fracture of Humerus. Schweizerische medizin- 
ische Wochenschrift, Basel, Feb. 5, 1920, 50, No. 6, p. 121. 


Jean, G. and G. Laures—New Methods of Dorsal Spinal Gangliectomy. Ap- 
plication in a case of Tabes with Gastric Crises. Arch. de med et pharm. 
mav., 1919, XVIII, p. 461. 


Jeanneney, G.—Anatomy of Veins in Leg. Journal de Medecine de Bor- 
deaux. Feb. 25, 1920, 91, No. 4, p. 87. 


Jefferson, G.—Fractures of Atlas Vertebra. British Journal of Surgery, Lon- 
don, Jan., 1920, 7, No. 27, p. 407. 


Johansson, S8.—Case of Osteitis Fibrosa Femoris Treated with Resection. 
Arch. med. Belges, 1919, LXXII, p. 292. 


Jones, E.—Treatment of Fresh and Ununited Fractures of Femoral Neck. 
Calif. State J. of Medicine, March, 1920, 18, No. 3, p. 92. 
Operative Treatment of Irreducible Paralytic Dislocation of the Hip 
Joint. J. of Orthopaedic Surgery, April, 1920, Vol. 2, No. 4, p. 183. 
Kappis, M.—Blocking the Splanchnic Nerves. Zentralblatt fur Chirurgie, 
Leipzig. Jan. 31, 1920, 47, No. 5, p. 98. 

Katzenstein, M.—Experimental Production of Pseudarthrosis. Zentral blatt 
fur Chirurgie, Leipzig, Feb. 7, 1920, 47, No. 6, p. 122. 

Kerr, A. A.—Arthroplastic Operations with Report of Cases of Arthroplasty 
of the Temporomaxillary Joint, also of the Elbow Joint. Surg. Gynec. 
& Obstet., May, 1920, Vol. XXX, No. 5, p. 518. 

King, J. H.—Roentgen-Ray Diagnosis in Bone Pathology. Tennessee State 
Med. Ass’n. Journal, March, 1920, 12, No. 11, p. 404. 
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Lance and Jaubert—lInfections Spondylitis and Perispondylitis. Rev. de 
Chir., Paris, 1919, LVII, p. 607. 

Landini, A.—Glue in Artificial Limbs. Chirurgia degli Organi di Movimento, 
Bologna, Febr., 1920, 4, No. 1, p. 102. 

Lavelle, C. B. and O. Meira—The Treatment of Tuberculous Osteo-Arthritis. 

F Brazil med., 1919, XXXIII, p. 336. 

Lenormant, C.—Immediate Amputation in Crushing Bone Injuries. Bull. et 
mem Soc. de Chir, de Par., 1919, XLV, p. 1458. 

Lereboullet, P. and J. Mouzon—Fibrous Chronic Rheumatism. Bulletin de 
la Societe Medicale des Hopitaux de Paris, Jan. 23, 1920, 44, No. 3, p. 86. 

Levy, W.—Access to Deep Phlegmon of the Arxilla. Zentralblatt fur 
Chirurgie, Leipzig, Jan. 31, 1920, 47, No. 5, p, 1011. 

Little, E. Muirhead—Some Post War Orthopaedic Problems. J. of Ortho- 
paedic Surgery. April, 1920, Vol. 2, No. 4, p. 210. 

Lombardi, E. A.—Endocrine Rheumatism. Semana Medica, Buenos Aires, 
Nov. 20 ,1919, 26, No. 47, p. 646. 

Martin, A.—Loose Knee after Articular Hemi-resection of the Tibial Articular 
Cartilage. Bull. et mem. Soc. de Chir. de Par., 1919, XLV, p. 1425. 

Martin, W.—Suppurative Osteomyelitis with Fat Implantation. Ann. Surg., 
1920, LXXI, p. 89. 
Treatment of Bone Cavities. Ann. Surg., 1920, LXXI, p. 47. 

Martel, T. de.—Diagnosis and Surgery for Spinal Cord Tumors. Medicine, 
Paris. Feb., 1920, 1, No. 5, p. 292. 

Marwedel, G.—Habitual Dislocation of the Patella. Zentralblatt fur Chir- 
urgie, Leipzig, Feb. 14, 1920, 47, No. 7, p. 170. 

Mathews, F’.—Giant-cell Sarcoma of the Tibia Eight Years after Operation. 
Ann. Surg., 1920, LXXI, p. 87. 

Mauclaire—Gunshot Wounds of the Brachial Plexus. Bull. et mem. Soc. 
de Chir. de Par., 1920, XLVI, p. 4. 
Pagets Osteomalacia, Causing Hypertrophy and Deformity. Bull. et 
mem. Soc. de Chir. de Par., 1919, XLX, p. 1447. 

Maxeiner, S. R.—War Contributions to Surgery. Modern Medicine, Chicago, 
March, 1920, 2, No. 3, p. 231. 

McClanahan, H. M. and W. W. Willard—Osteogenesis Imperfecta Congenita. 
Am. J. of Diseases of Children, Chicago, March, 1920, 19, No. 3, p. 181. 

Meier, H. and Muller—The Arm Region in the Cortex. Schweizer Archiv 
of Neurol. und Psychiatrie, Zurich, 1919, 5, No. 2, p. 270. 

Morley, J.—Traumatic Myositis Ossificans from Gunshot Wounds. Brit. J. 
Surg., 1919, VII, p. 178. 

Morrison, A. W.—The Diagnosis and Treatment of Nerve Lesions. J. Lancet, 
1920, N. S. XL, p. 39. 

Morris, D. H.—The Deeper Structural Changes arising from Varicose Ulcera- 
tion. Surg., Gynec. and Obst., 1920, XXX, p. 72. 

Mouchet, A.—Closed Wounds of the Wrist. Rev. de chir., Par., 1919, LVII, 
p. 659. 

Muller, G.—After treatment of Dislocation of the Hip Joint. Therapie der 
Gegenwart, Berlin, Dec., 1919, 60, No. 12, p. 479. 

Noome, A. J.—Treatment of Ununited Fractures. W. Va., Med. J., March, 
1920, 14, No. 9, p. 337. 

Nove, C. and Josserand—A Simple Method for Obtaining Coaptation of the 
Bones after Resection of the Knee. Bull. et mem. Soc. de chir. de Par., 
1919, XLV, p. 1566. 
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Oast, S. P.—The Management of Wounds. Charlotte M. J., 1920, LXXXI, 
p. 9. 

Okinczye, J.—A Case of Almost Total Section of the Spinal Cord by a Bullet, 
Followed by Survival for almost Four Years. Bull. et mem. Soc. de 
chir de Paris, 1919, XLV, p. 1499. 


Ollerenshaw, Robert—Habitual Dislocation of the Shoulder Joint. J. of 
Orthopaedic Surgery. May, 1920, Vol. 2, No. 5, p. 255. 


Orr, H. W.—Points to be Observed in the First Ten Days of the Treatment 
of Compound Fractures. J. of Orthopaedic Surgery, April, 1920, Vol. 
2, No. 4, p. 196. 

Paschkis, K.—A Case of Hypertrophying Osteo-arthritis with Tendovaginitis 
and Symptoms of Acromegaly. Wien. med. Wcechnschr., 1919, LXIX, 
p. 2102. 

Paul, E.—A Case of Bilateral Chronic Patellar Luxation Following Injury. 
Wien med. Wehnschr., 1919, LXIX, p. 1939. 


Pemberton, R. and E. H. Tompkins—Basal Metabolism in Arthritis. Archives 
of Internal Medicine. March 15, 1920, 25, No. 3, p. 241. 


Perkins, C. W.—Observations after Severe Gunshot Fractures of Long Bones. 
Médical Record, N. Y., April 10, 1920, 97, No. 15, p. 598. 


Perthes—History of Osteochondritis of the Hip Joint; Legg-Perthes-Calve 
Disease. Zentralblatt fur Chirurgie, Feb. 7, 1920, 47, No. 6, p. 123. 


Pernone, G. and G,. Tinfani.—The Fascicular Topography of the External 
Popliteal Sciatic. Chir. d. Organi di Movimento, 1919, III, p. 332. 


Pietri, G. A. and G. C. Riquier—The Fascicular Topography of the Cubital 
Nerve in the Arm. Chir. de Organi di Movimento, 1919, III, p. 336. ° 


Pirotti, G.—Huge Lymphangioma of the Thigh. Chirurgia degli Organi di 
Movimento. Feb., 1920, 4, No. 1, p. 87. 


Platt, H.—Birth Paralysis. J. of Orthopaedic Surgery, May, 1920, Vol. 2, 
No. 5, p. 272. 
Results of Bridging Gaps in Injured Nerve Trunks by Autogenous 
Fascial Tubulization and Autogenous Nerve Grafts. British J. of Surg.. 
London, Jan., 1920, 7, No. 27, p. 384. 


Pollock, Lewis J.—The Clinical Signs of Nerve Injury and Regeneration. 
Surg. Gyn. and Obst., May, 1920, Vol. XXX, No. 5, p. 472. 


Proust and Soupault—Dupuytren Fracture Impossible to Reduce; Operative 
Reduction and Osteosynthesis. Bull. et mem Soc. de chir. de Par., 
1919, XLV, p. 1443. 


Putti, V.—Recurring Radial Paralysis. Chirurgia degli Organi di Movimen- 
to, Bologna, Feb., 1920, 4, No. 1, p. 45. 
Rotary Movements in Cinematization. Chir. degli Organi di Movimento, 
Feb., 1920, 4, No. 1, p. 65. 
Reconstruction of Crucial Ligaments. Chirurgia degli Organi di Movi- 
mento, Feb., 1920, 4, No. 1, p. 96. 

Roberts, Percy Willard—Syphilitic and Tuberculous Joints. J. of Orthopaedic 
Surgery, May, 1920, Vol: 2, No. 5, p. 265. 

Rosenow, E.—Intradural Dorsal Cord Tumur. Deutsche Med. Wehnschr., 
1919, XLV, p. 991. 

Roth, P. B.—Two Cases of Secondary Scoliosis. Proc. Roy. Soc. Med., Lon- 
don, 1919, XIII, Sect. Surg., p. 9. 

Roubier and Brette—Observation of a Spinal Meningeal Tumor of the Cervi- 
cal Region. Lyon Med., 1919, CXXVIII, p. 544. 

Roussy, G. and L. Cornil—Signs of Sciatica. Medecine, Paris. Feb., 1920, 
1, No. 5, p. 290. 
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Roux—Care of the Feet. Revue Medicale di la Suisse Romande, Geneva. 
Feb., 1920, 40, No. 2, p. 61. 

Sanger, F. M.—Some Personal Observations on Fractures. J. Oklahoma 
State M. Ass’n., 1920, XIII, p. 12. 

Santy, P.—Recent Fractures of Neck of Femur. Lyon Chirurgical, Sept.- 
Oct., 1919, 16, No. 5, p. 495. 

Sargent, P.—Some Lessons of the War Applied to Spinal Surgery. Proc. 
Roy. Soc. Med., London, 1919, XIII, Sect. Neurol, p. 17. 

A Clinical Lecture on the Surgical Aspects of Spinal Tumors. British 
M. J., 1920, 1, p. 37. 

Savariaud—Severe Dupuytren Fracture. Ideal Reduction by Forced Adduc- 
tion under Spinal Anaesthesia. Bull-et-mem Soc. de chir. de Par., 1919, 
XLV, p. 1459. 

Scalone, I.—Motor Plastic Operations, Cinematization. Chirurgia degli Or- 
gani di movimento Bologna, Feb., 1920, 4, No. 1, p. 50. 

Schlee—Tardy Rachitis in Relation to Schlatters Disease. Munchener 
Medizinische Wochenschrift, Munich. Nov. 21, 1919, 66, No. 47, p. 1349. 

Schmidt, G. B.—Rythmic Pressure Massage. Munchener Medizinische 
Wochenschrift, Munich, Nov. 21, 1919, 66, No. 47, p. 1343. 

Schulein, M.—Subcutaneous Rupture of the Biceps Brachii by Direct Force. 
Munchener Medizinische Wochenschrift, Munich, Nov. 21, 1919, 66, No. 
47, p. 1352. 

Serafini, G.—Arthrodesis of Shoulder. Chirurgia degli Organi di movimento, 
Bologna, Feb., 1920, 4, No. 1, p. 1. 

Lesions of Sesamoid Bone of Big Toe. Chirurgia degli Organi di Movi- 
mento, Bologna, Feb., 1920, 40, No. 2, p. 61. 

Silbert, S. and C. H. Frazier—Observations in 500 Cases of Injuries of the 
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TREATMENT OF DENERVATED MuSCLE. By Frank A. Hartman, Ph. D., Professor 
of Physiology, University of Buffalo, Department of Medicine, Buffalo, N. Y., 
and W. E. Blatz, M. A., Toronto, Canada. The Journal A. M. A., Vol. 74, 


No. 13, 3-27-20. 


The generally accepted methods of treatment for denervated muscles are 
either massage or electrical stimulation. Until the investigations of Langley and 
his collaborators, no experimental work seriously questioned the value of mas- 
sage or electrical treatment in a muscle whose nerves had been destroyed. 
Although Schiff, from observations that he had made on the tongue and the 
limb, concluded that fibrillation is a general phenomenon in muscle and nerve 
section, Langley was the first to suggest that the atrophy is due to continuous 
fibrillation. Fibrillation begins 4 or 5 days after nerve section, and persists 
until some of the regenerating fibers make connection with the muscle. Such 
incessant activity might well cause wasting of the muscle. Langley and Kato 
were able to check fibrillation by the intravenous injection of considerable 
amounts of calcium chloride. They demonstrated no change from the feeding 
of calcium lactate. 

The authors have investigated the effects of massage on denervated muscles. 
Instead of depending entirely on the weight for comparison of the treated and 
untreated muscles, the work capacities were also determined. With the func- 
tional test as the method for comparison, the massaged muscles were found to 
be stronger in 62 per cent of the animals treated. 

MAssAGE—The right limb of each animal was massaged for a certain period 
each day, varying from 2 to 20 minutes. Both right and left limbs were given 
passive movements three times at each treatment to aid in preventing stiffen- 
ing of the joints. The feet were always encased in aluminum boots. 

GALVANISM—A series of 24 animals were treated with the galvanic current. 
This treatment consisted of shocks produced by a metronome connected in the 
circuit, the aim being to secure a certain magnitude of contraction. This magni- 
tude and duration of treatment varied in different rabbits. The contractions 
were roughly classified into minimal, moderate and vigorous. The duration 
varied from 5 to 15 minutes, but in many cases each alternate minute was al- 
lowed for rest. A greater voltage was required to produce the same magnitude 
of contraction as degeneration progressed. 

Both the electrical and the massage series may be discussed together, for 
neither treatment appeared to produce any greater effect than the other. The 
treated limb on the whole did not appear to be any better off than the control 
limb. 

Within the first month after denervation, there was a very marked drop 
in the power to respond to galvanic stimulation. This occurred alike in the 
two limbs. 
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In addition to the series in which the nerves were crushed or cut and im- 
mediately sutured, we have studied a series of 41 rabbits in which the proximal 
end of the nerve has not been permitted to unite with the distal end for periods 
varying from 30 to 100 days. These animals were treated either by massage 
or electricity. The treated muscles lost their galvanic response just as quickly 
as the controls. Moreover, neither message or electricity caused the denervated 
muscle to recover from the diminished response. Fourteen per cent of the 
rabbits did show a slight advantage cn the treated side, but it was no more than 
would be expected from accidental variation. 


Denervated muscle is'not a muscle at rest. It is undergoing abnormal 
changes of which fibrillation is perhaps only one. Such changes are probably 
the cause of muscle atrophy, for Langley and Itagaki have shown that there 
is an increase in the rate of breakdown of the muscle substance. 

The authors conclude from their present researches that massage in de- 
nervated muscle is futile. Galvanic treatment likewise appears to produce no 
beneficial effect. 

The sciatic or tibial nerve was cut or crushed on both sides of 123 rabbits. 
The denervated muscles on the right side were either massaged, or else stimu- 
lated by galvanic shocks daily. 

Union of the cut nerve was prevented in 41 animals, and in the others it 
was favored by suture or by crushing instead of cutting. The right and left 
muscle groups were compared every 10 to 14 days by a determination of 
their power to do work when stimulated by supermaximal galvanic shocks 
while’ the animals were under the influence of ether. 

Neither massage or galvanic stimulation prevented the loss in galvanic 
response which normally develops a few days after denervation. Treatment 
likewise did not appear to cause a more rapid recovery of the muscle when 
the nerves were permitted to grow down to the muscle fibers. Galvanic re 
sponse and voluntary function in the denervated muscle returned much earlier 
in crushed nerve cases than in cut and sutured cases. 

In all their work the authors have been unable to demonstrate benefit frcm 
massage or galvanic stimulation.—Leo C. Donnelly, Detroit. 





A SUBSTITUTE FOR OPEN OPERATION IN SOME IRREDUCIBLE FRACTURES. By J. Stan- 
ley Welch, M. D., Lincoln, Nebraska. T'he Journal A. M. A., Vol. 74, No. 12, 
March 20. 1920. 

Pursuant to the surgical principle of accomplishing most in the least radi- 


cal manner, we have resorted to a simple method of reduction in several cases 
of fracture in which open operation seemed obligatory. 


The mechanism of the reduction is a lever in the form of a small, strong 
steel probe acting between the displaced fragment ends and retained in situ 
by the plaster cast. It is resorted to under aseptic conditions with anaesthesia, 
while being observed under the fluoroscopic screen. The instrument is intro- 
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duced through the iodized skin on the side of the extremity most remote from 
large vessels. Its end is guided by watching in both axes under the fluoro- 
scopie screen. It is carefully placed between the fragments in such a manner 
as best to pry them back into apposition. When they are reduced, the instru- 
ment may be withdrawn; or, in the event of a recurrence of displacement, it 
is surrounded with a small sterile dressing and the plaster splint is immedi- 
ately applied. When this is firmly set, the protruding part of the instrument 
is cut off with a hack saw. No infection should occur, and in from seven to 
ten days the probe is removed with a pair of pliers without a change of the 
cast unless otherwise desired. No death of bone should occur in this time with 
the degree of pressure here necessary. 


Occasionally one finds in a fracture of both bones of the forearm or leg an 
irreducible condition of one or both bones. It is a frequent experience to find 
that, once reduced, they do not so remain. This simple method will satisfac- 
torily retain many such fractures and prevent a much more radical operation 
or a more cumbersome dressing in extension.—Leo C. Donnelly, Detroit, Mich. 








OPERATIVE TREATMENT OF SPINAL TUBERCULOSIS. By John Fraser, F. R. C. S. 
Edinburg Medical Journal, January 20, 1920. New Series, XXIV, No. 1. 


While the tendency has been to minimize the operative treatment of bone 
and joint tuberculosis in children, the operative treatment of spinal tuberculosis 
has increased in popularity. The two classes of operation have very different 
objects in view, for in the latter no attempt is made to eradicate the disease 
but to secure what may be called an internal splint of bone, and so to induce 
by fixation of the part a more efficient natural cure. The types of operation 
generally performed are those associated with the names of Albee and Hibbs. 


Henderson, in the most recent paper on the subject reports 81 cases of 
Pott’s disease. He claims a proportion of cures amounting to 43 per cent and 
in his series, there were no operation deaths. 


The success of bone grafting for spinal tuberculosis has now become definite- 
ly established but there are certain details of the method which must be ad- 
hered to if ultimate success is to be gained. Alkalies and carbohydrates should 
be administered for some days previous to operation and chloroform should not 
be employed as the anaesthetic of choice. The precautions are necessary owing 
to the frequency of an acidosis in prolonged bone operations in case of children. 
With Albee’s saw the time of operation can be greatly shortened and the shock 
reduced. Instead of the graft being placed between the split vertebal spines, 
it may advantageously be laid laterally along the sides of the spines. As the 
whole idea is to induce the formation of new periosteal bone and so secure ef- 
ficient internal splintage, it is most important to separate the periosteum 
widely from the spines, laminae, articular and transverse processes. Only by 
so doing can a sufficiency of new periosteal bone be formed. A spine which has 
been efficiently treated should at the end of six months show an appearance as 
though a quantity of liquid wax had been formed over the posterior surface 
cf the spine—so profuse should be the new bone formation. 
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Attention must be drawn to the danger of rough handling under the anaes- 
thesia during the operation. The support of the erector-spinal muscles is gone 
and the spine may buckle or dislocate backwards if any unguarded movement 
is made.—James R. Elliott, Kansas City, Missouri. 





ReEPpoRT OF PATIENT 6 YEARS AFTER THE TRANSPLANTATION OF A HOMOPLASTIC 
Bone GraFrtr. By Henry Wade. Edinburg Medical Journal, January, 1920, 


New Series XXIV, No. 1. 


Case—August 12, 1913, W. W., age 27, admitted to Royal Infirmary, Edin- 
burg, seven days before had fallen on right shoulder followed by numbness and 
inability to move shoulder. X-ray showed fracture of shaft of humerus running 
into the joint, thinning of the bone substance suggested pathologic fracture. 
Patient had had injury to the same shoulder two years previously, a fracture 
of the shaft through the level of insertion of the deltoid which healed promptly 
with some limitation of motion. 


In August, 1913, patient was operated, the operative work that morning 
being so arranged that the case immediately preceeding was an amputation, 
middle of the thigh for senile gangrene, a portion of this femur was rapidly 
dissected out with all aseptic precautions leaving the internal condyle with 
its articular cartilage intact. Then the head of the humerus with six inches 
of the shaft was resected, leaving a cuff of one and one-half inches of the 
periostum projecting above the remaining portion of the humerus. The graft 
having been prepared in proper length was placed in situ and the muscles 
sutured over the graft with no further attempt to fix in position. 


He remained in the hospital only four weeks and returned after another 
month. A short time later he resumed his work as a mill worker. 


When examined in November, 1919, a firm mass of bone was felt occupying 
the position of the implanted graft. This new bone was firmly united to the 
shaft of the humerus. The patient could move the shoulder joint freely in all 
directions with some limitations, and free from pain except in extreme abduc- 
tion. The deltoid was partially atrophied. X-ray showed the upper end of the 
humerus surrounded by a cuff of bone. The contour of the implanted graft 
was lost except for the upper end which had remained very much of the same 
appearance, the articular surface of the femoral condyle lying in contact with 
the glenoid cavity. 


CoMMENT—The result in this case was most satisfactory and had enabled 
the patient to continue his occupation for the last six years. The fate of the 
implanted graft evidently was not complete absorption in view of the appear 
ance of the upper portion. The lost abduction probably could have been pre- 
vented by putting the arm up in extreme abduction instead of having it fixed 
at the patient’s side.—James R. Elliott, Kansas City, Missouri. 
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TO THE QUESTION OF SPONTANEOUS FRACTURES IN THC HUNGEROSTEOPATHIES OF 
ADULTS. W. V. Simon. Archiv f. Orthpaed. u. Unfalls-Chirurgie. XVII. Bn. 
3. Heft. Seite 364-378. 


The author presents two cases of so-called spontaneous fractures in adults 
who have suffered from the peculiar disease of starvation which has in late 
years developed in central Europe as a result of undernourishment. Simon and 
other authors have named this bone condition: “starvation-osteopathy.” From 
the cases quoted before in literature, these two vary in the localisation of the 
pathologic lesions. Instead of the common site, the upper end of the tibia and 
lower end of the femur, these cases have their lesions in the middle of the 
diaphysis of the tibia and the horizontal ramus of the pubis respectively. In 
neither case has trauma been the etiologic factor; it can however be assumed 
that weight bearing or static disturbance is the contributing cause of the frac- 
ture, which, if it found at all, is only the final result on the bone which has 
slowly and gradually undergone degeneration and destruction. The manner of 
production of this circumscribed bone lesion and the pathalogic anatomic sub- 
stratum has so far remained undetermined. No autopsy has yet been 
available. 

One of the cases may here be cited as an example: 


Girl of 21, telephone operator, took sick one year ago with pain in the 
left ankle at first. Gradually the patient noticed a swelling of the left ankle 
which extended up to the middle of the tibia. The pain has extended to the 
middle of the tibia and is very severe when walking, while it disappears when 
resting. 

Trauma, even of the mildest form, is entirely denied. 


Findings: The patient is anaemic and undernourished. Oedema is present 
in both ankles, more on the left than the right side. At about the middle of 
the tibia one feels a circumscribed swelling which is painful and tender on 
pressure. 

The spine shows a slight right dorsal-left lumbar scoliosis. Pressure on the 
sternum and the ilia is painful. Atrophy of the muscles is absent everywhere; 
motion in the joints is free, and the motor power nowhere reduced. 


While standing the feet and hands are slightly cyanosed. Knee jerk in- 
creased, more on the left than the right side; achilles reflex present and exag- 
gerated; otherwise nothing abnormal neurologically. Blood picture: Haemo- 
globin 75% R. c. 4,510,000. Leukoc: 8700 Eosinoph. Leukoc 3%, Neutroph. 
Leukoc 54%. 

The urine negative to albumin and the Wasserman and v. Priquet are nega- 
tive. The Xray, reproduced in the article, reminds one of the picture found in 
some persistent case of pseudoarthrosis which yield to neither conservative nor 
operative treatment.—A. Gottlieb, San Francisco, Calif. 
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INTERNAL DERANGEMENT OF THE KNcE. Gordcn Watson. Clinical Journal Oc- 
tober 1919. 


The author points out that tears of a semilunar cartilage, according to ex- 
perimental evidence, occur most easily during the final stage cf extension, 
whereas clinical evidence shows it most likely to happen when the leg is par- 
tially flexed, abducted and rotated outwards. In about half the cases the tear 
is longitudinal and the longitudinal tear may involve the anterior part only, 
the whole cartilage, or the posterior portion. The external cartilage is affected 
in only 10 per cent of the cases. 

The usual clinical history is of severe pain with locking followed by swell- 
ing. Sometimes a crack is heard at the time. Recurrence from trivial causes 
is common, and in the interval there is freedom from symptoms. The more 
chronic the condition, the less severe is the pain. The diagnosis depends largely 
on the history. In long-standing cases, relaxation of the internal lateral liga- 
ment and thickening of the synovial membrane may be detected. Nipping cf 
the synovial fringes is distinguished by the symptoms being less marked and 
by a history of chronic disease. Locking from loose bodies may stimulate injury 
to a cartilage, but at some time or other these may be located in a superficial 
position; the diagnosis can be confirmed by roentgenogram. 


Injury to the crucial ligaments and fracture of the tibial spine are always 
the result of severe violence. If the anterior crucial ligament is torn, while 
the posterior remains intact, the tibia in the extended position can be made to 
slide forward on the femur, while if the posterior is torn and the anterior in- 
tact, the tibia can be pushed backward on the femur without flexion.—Thomson. 


THE THEZAC-PORSMEUR METHOD OF SUN TREATMENT. Robt. W. Lovett, M. D., 
Boston. Jour. A. M. A., 1920. Vol. 74, No. 14. 


The essential of the treatment is the concentration of the sun’s rays by 
means of a double convex lens with a diameter of 12 inches and a focal length 
of 72 inches. At the focal point the heat is very great, as it would be in any 
lens used as a burning glass, and in general the patient should be placed at a 
point where the sun’s rays form a circle of from 3 to 5 inches in diameter. 

As the patient is moved farther away from the lens, the heat increases, 
and as the patient is moved nearer the lens, the heat diminishes. The degree 
of activity to which it is desirable to submit the wound can be regulated by 
carrying the lens nearer the patient or farther away. 


The lens is mounted in a canvas cylinder, 1 foot in diameter and 3 feet in 
length, which is kept rigid by two circular wires with thin strips of wood run- 
ning from one hoop to the other, over which the canvas is stretched. The lens 
is placed a few inches from one end of the cylinder. The advantage of this 
cylinder is that it enables the lens to be pointed directly at the patient and 
makes the application of the treatment more definite. The cylinder carrying 
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the lens is mounted on a tripod and can be swung in any direction by means 
of a handle. 

The duration of the sun treatment should lengthen progressively. The 
first treatment should last for five minutes, and increase at the rate of about 
five minutes each day up to thirty minutes. In a certain case a longer period 
up to an hour and a half was used without apparent ill results. The skin arounc 
the wound was as a rule protected by towels, and the person giving the treat- 
ment wore colored glasses, as the light is extremely bright, and the eyes of the 
patient were protected if exposed to the glare of the circle of light. The pa- 
tients were given one treatment a day. 


The effect of the treatment on suppurating wounds were perfectly definite 
(1) The discharge immediately increased and then diminished; (2) pale granu- 
lations took on a healthier color, and (3) sensitiveness diminished. In order f 
test the efficacy of this treatment, a series of suppurating wounds of the se- 
verest type was selected, and cases that were obviously difficult. In the wards 
in a hospital for acute cases it was necessary to select a more acute type than 
would have been the case than in an institution for chronic ‘liseases, as pa- 
tients that were doing well were discharged to the convalescent home on ac- 
count of the need of beds, and chiefly the chronic suppurations that were re- 
sistant remained long enough to be observed under this treatment. 


There was greater progress in the cases treated by the lens than there 
had been before, or than there had been in similar cases. Improvement in Case 
L was striking. The boy had been a long time under observation, he had made 
no headway whatever, and from the time the lens treatment was hegun his im- 
provement was rapid and steady. In two acute osteomyelitis cases in which the 
treatment was used within a week after operation, it seemed to be too stimu- 
lating, the temperature rose, and the sun treatment had to be deferred. 


For six years the author has had experience in sun treatment in which 
the whole body has been exposed, and he is a strong advocate of its value. The 
author is convinced that the treatment with the lens is a distinct addition to 
therapeutic measures. It can be delicately regulated and controlled; it is ap- 
plicable when the sun is sufficiently clouded to be useless for general ex 
posure; and it can be used in a sunny room by opening the window and point- 
ing the cylinder at the sun. It seems free from risks when used according 
to directions, and it seems to embody real possibilities. 


A bacterial count was made in all cases at short intervals, and a study of 
the cases shows that the effect of the sun treatment was to lower immediately 
the bacterial count in the discharge of the wound; but in several of these 
cases there was underlying suppuration, and the bacterial count was not affected. 


The value of the treatment would seem to have been demonstrated in cases 
of chronic suppuration from tuberculosis, syphilis and chronic osteomyelitis.— 
Leo C. Donnelly, Detroit. 
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Nevuro-MuscuLAR ATRopHy. Arthur Watkins, M. B., B. S. Griffith, Melbourne, 
South Wales. Medical Journal of Australia, 1920, 1:9, p. 189. 


The case is that of a female twenty-one years of age, milliner by trade; 
had rheumatic fever three years ago, influenza in June, 1919. About four years 
ago her neck became very fat. In December, 1919, she noticed tingling and 
numbness in the toes, feet, and the legs from the knee down rapidly wasted. 
Within seven days from the onset a similar condition of the hands and fore 
arms was observed, wasting limited to the forearms downward. The hands re- 
sembled the griffon’s claw. Fibrillary contractions were present in the atro- 
phied muscles, and vaso-motor changes were apparent. A marked deposit of 
sub-cutaneous fat existed from the nape of the neck to the first dorsal vertebra. 


The fat disappeared after one week of thyroid gland therapy, consisting of 
0.3 grammes daily.—Thomson. 





